Background. Breast cancer occurrences in developing countries
Introduction
Besides lung and non-melanoma skin cancers, breast cancer is the commonest malignancy worldwide, constituting 11.9% of all cancers [1] , with a male to female ratio of 1:67 [2] . It is the 5 th commonest cause of deaths from cancers worldwide, accounting for 571,000 deaths in 2015 [3] . Its incidence among women has reportedly been on a steady increase, from 1:20 in 1960, to the current 1:8 [4] . Breast cancer reduces the life expectancy of affected population aged 31 and 50 years [5, 6] , 3.5% of which are expected to die [6] . Early detection is associated with lower morbidities and mortalities [7] , so it is not a surprise that 85% [8] to 95% [7, 9] , of affected patients survive with early detection, while only 56% [8] survive if diagnosed late. Two key facilitators of early detection are health education and screening [10] . Screening methods include breast self-examination (BSE), clinical breast examination (CBE), and mammography [11] . Even though CBE and mammography in developing countries are becoming increasingly available in recent years [7] , their wide scale utilization in these resource-limited economies are poor due to significant financial and manpower limitations. Conversely, BSE offers a simple, cheap, and noninvasive screening option [10, 12, 13] . Breast cancers, unlike most others, occur in an organ (breast) that is easily visible [9, 14] , and BSE is the visual and manual examination of breasts for lumps, bumps, and skin changes over nipples and breasts [4] . Monthly BSE is recommended from age 20 [4] , Even though its efficacy in preventing breast cancer deaths is unproven [15, 16] , it remains a free, painless and easyto-practice technique, which helps improve body awareness, allowing changes potentially indicative of breast cancer to be picked up early [17, 18] . Alongside other screening methods, BSEs can improve outcomes and reduce mortality by as much as 25% [19] . Even though traditionally, Caucasian women have higher ocurrences, breast cancer incidence is reportedly rising in populations with previously low cases (mainly developing countries like Nigeria). This is presumably because more women increasingly adopt western lifestyles [6, 20] like the use of tobacco and alcohol, as well as the attainment of tetiary education by most females, which results in late marriages and delayed first pregnancies (> 30 years) [10] . Delayed presentations >3 months are considered prolonged [2] , but notably, only 20%-30% of Caucasians delay this long, as against 70% of African women [2, 21, 22] . Overall, affected Africans present at least a decade earlier than their Caucasian counterparts [20] , during which time their lesions are bigger, [23, 24] more aggressive [25] [26] [27] [28] , advanced [29] , and with poor prospects of long-term survivals [23, 30] . Five-year survival rates of breast cancers in Nigeria is < 10% compared to the 70% from developed countries [13, 22] . These racially-observed variations may not be solely due to socioeconomic differences [28] , but largely attributable to the lack of early detection programmes and poor diagnostic and treatment facilities [5, 10, 14] . Even though the mean age of presentation in Nigeria is 42 to 44 years [2, 26, 31] , prognosis in younger patients aged < 40 years is poor [32] , and early screening and detection is vital [17] . While reports vary, one study found that 12% of the cancers in Nigeria are among those aged < 30, the youngest being a 16 year old [33] . Another paper reported occurrences in patients aged 14-96 years, with 70% among 26-50 year olds and cumulative frequencies of 0.8% at ≤ 20 years and 3.3% at < 25 years [21] . These statistics suggest that breast cancer should not be neglected among the under 30s. Therefore, ascertaining their KAP regarding breast cancers and BSE provides baseline information valuable to concerned stakeholders in the design and implementation of targeted interventions aimed at early disease prevention [34] , improving survival rates [4, 35, 36] and quality among survivors [37] . Unfortunately, only a handful of studies have ever looked at BSE among Nigerian secondary school students [10, 32, 38] and young undergraduates [37] , and none has ever looked at South-East Nigeria, an area culturally and socially different from the rest of the country. This study reduces this knowledge gap, and contributes to the growing literature regarding early preventive approaches to breast cancer in resource-limited environments exemplified by a developing country like Nigeria.
Methods

Setting and participants
The participants included all female final year high school (called senior secondary school or SSS-3) students in the 26 government-owned schools within the Otuocha Post Primary Schools Service Commission (PPSSC) Educational Zone of Anambra State, Nigeria. The Otuocha PPSSC is one of the six Educational Zones in the State, [39] and covers three of the state's 21 Local Government Areas (LGAs), which include Anambra East, Anambra West, and Ayamelum. Anambra State is one of Nigeria's 36 states, and is predominantly inhabited by Christians of the "Igbo" tribe located in the South Eastern part of the country, in West Africa. It has a projected 2016 population of 5,527,800 (based on the 2006 census) [40] .
Inclusion and exclusion criteria
Participants must be female final year (SSS-3) students enrolled in one of the eligible secondary schools as at the time of the study. Boys and students in privately-owned schools were excluded. Overall, 10 schools with 190 students were eligible from Anambra East LGA, 7 schools (with 92 students) from Anambra West LGA, and 9 schools (with 150 students) from Ayamelum LGA. Two schools (one each from Anambra East and Ayamelum
LGAs) were all-boy schools, and these were excluded, leaving a total of 24 schools and 432 participants.
Study design
This study is a Cross Sectional, self-completed, questionnaire-based survey targeting all eligible participants, and is part of a larger study that explored the KAP of the participants regarding Breast Cancer, BSE and Cervical Cancers. Cervical cancer was not covered in this paper.
Questionnaire
This was developed from validated questions adapted from previous publications [4, 14, 32, 41] . However, given that some of the wordings were modified to suit our participants, the document was piloted using 20 SSS-3 students in different PPSSCs in Anambra State. Feedbacks from them, along with inputs from professional colleagues, were used to develop the final Questionnaire (Annex 1). The questionnaire was divided into four parts. Part 1 contained the Introduction and Consent, while Part 2 (8 questions) covered the basic respondent demographics. Part 3 (12 questions) collects information on the participants' KAP on Breast Cancers and BSE. Under this Part 3, Knowledge questions for Breast Cancers were explored with Question Numbers 1 (Early Symptoms), 8 (Risk Factors) and 10 (General). BSE was covered by other questions in Part 3 as follows: General Knowledge (Number 2); Knowledge of BSE Methods (Questions 3, 4 and 12); Attitudes and Practices (Questions 9 and 11 respectively). Questions 5, 6 and 7 explored those that have heard about breast cancers and BSE, as well as their sources. To eliminate responses based on speculations by the participants, some of the questions were worded negatively, while others were presented positively. Part 4 of the Questionnaire had 10 major questions, and explored the Knowledge and Attitudes on Cervical Cancers, which are not covered in this paper. The final, validated tool was dispatched and returned within one week from September 18 th 2017 through the Zonal Director to the various school principals, with each school getting exactly the number for their eligible students. Table V , about 55.3% of the respondents had never practised BSE, while only 6.1% do so at the correct monthly frequency.
Data entry and analysis
Predictors of BSE (Tab. VIA-B-C)
No significant predictors of the Practice of BSE, or their Knowledge on its Frequency and Timing were identified.
Discussion
At 74.3%, the response rate from this study is decent, even though it is less than the 95.7% and the 91.7% recorded in similar studies of female secondary school students elsewhere in Nigeria [10] and Saudi Arabia [17] respectively. Also, the mean age (in years) of 16.79 ± 1.48 for the participants from our study bears a striking similarity to the rates from studies that looked at other Nigerian schools in Abuja [10] and Lagos [32] , as well those from overseas studies of similar high school female students [42] . Our finding that only 4.1% of the respondents reported a positive family history of breast cancer is also consistent with the 4% reported in a previous Nigerian study [2] . These similarities to findings of previous publications, along with the decent response rate of this study, suggest that our findings might be representative, and hopefully, generalizable. It is encouraging that over 4-in-5 (84.6%) and a little more than half (55.2%) of the respondents had respectively heard of breast cancer and BSE prior to our study. This would imply that a good knowledge base does exist for any health enlightenment campaign, since issues on these subjects would not be completely new. Interestingly, these proportions are consistent with levels reported in similar Nigerian studies from Abuja (100% on breast cancer and 58.5% on BSE) [10] and Lagos (97% on cancer and 56.4% on BSE) [32] , but higher that the 37.9% of students that has heard about BSE in a Turkish study [42] . Cultural or religious differences may be responsible for the difference between the two nations. Unfortunately, the fact that our participants have a moderate level of BSE awareness has not translated to reasonably high levels of Knowledge and Practice of BSEs. For instance, only 43.1% know that any woman above the age of 20 years should practice BSE, while one-third (31.5%) and one-quarter (24.6%) respectively know the correct Frequency and Timing. Even more disappointing is the fact that a much lower number (6.1%) actually do practice BSE on a monthly basis, while 55.3% had never practised it at all. These findings call for action, given the already-stated benefits of BSE in resource-limited economies like Nigeria, where it may be the only affordable screening measure available to millions of women. Compared to similar Nigerian studies, the 31.5% with proper knowledge of monthly BSEs is somewhat sim-ilar to the 36.4% found in Oyo State [38] , but higher than the 18.8% reported from Abuja [10] . At 24.6%, the knowledge of the Timing of BSEs is much lower than the 51.8% from the Oyo State study [38] , but higher than the 12.5% recorded in Abuja [10] . Similarly, the 6.1% that correctly practise BSE in our study is only slightly less than the 10.1% [10] and 14.5% [38] reported from the aforementioned studies, as well as the 19.0% found among slightly older undergraduates in a Nigerian University [37] , while the 55.3% that had never practised BSE at all is similar to the 58.2% reported among a similar group of students in Oyo State, Nigeria [38] . Comparable overseas studies involving high school students of similar age and academic level also exist. Both of our findings on the knowledge of correct Frequency and Timing of BSEs were respectively higher than the 21.8% and 13.2% reported in a Turkish study [42] , while the rate on actual practice of BSEs is nearly identical to the 6.7% [42] reported by the same Turkish study, but slightly higher than the 3.4% [17] from a Saudi Arabian study. International comparisons should be interpreted with caution though, given the likely difference in culture and religion among the two countries. One more interesting finding on the knowledge of BSEs is that, when the responses of all the positive and negative questions are factored in (Tabl. IIIA), the general knowledge on BSE Practise moves from Poor (for the individual positive items), to Moderate level (65.9%). This shows that, even though the participants may have a poor knowledge of what is right, they seem to have a good idea of what is wrong regarding BSE. This observation has a huge implication for health education campaigns, since the emphasis has to be on promoting the right practices, and less so on potentially wrong ones. Compari- sons reveal that these findings were broadly consistent with similar Nigerian [10, 38] and overseas [42] studies, which all either reported poor or moderate levels of knowledge (not practice) of BSEs. A striking and very important finding of our work concerns the Attitude of the respondents towards BSE, where the 73.6% positive attitude is within the 'Excellent' range. A similar study in Abuja, Nigeria [10] , also reported an 82.6% positive attitude. Combined, these high positive attitudes imply that, despite the low levels of knowledge and practise of BSEs in Nigeria, young females are keen to learn and follow recommendations, and, any well-designed and culturally-appropriate health intervention on BSEs, would be well received. Regarding breast cancer, the poor levels of specific knowledge of the Risk Factors (41.5%) and Early Symptoms (46.1%) seem to agree with findings of similar groups in Nigeria [10] ,Turkey [42] , and Saudi Arabia [17] . However, the seemingly high level of General Knowledge (75.2%) on breast cancer issues is likely to be due to the fact that we factored in both negative and positive knowledge. Again, these observations highlight the need for health educators to emphasize more on specific positive behaviours, rather than on more general and negative ones. This study also found that nearly all sources of information for the participants on BSE and breast cancers were poor, with the best source (Television/Radio) benefitting just 50.5%. The rest of the sources, including information from school teachers, health workers, print media, church, internet, family, and peers, were all below 50%. This observation opens up a huge window of opportunity, as measures to involve school teachers and religious institutions (churches and mosques) in these campaigns will improve the reach and efficacy of the programs. This is recommended because school and religious events are popular in Nigeria, with 75.6% of Nigerians aged 15 to 24 years being literate [43] , while 90% of the entire population identify as Christians or Muslims [44] . Unfortunately, other supposedly effective and popular means of information dissemination in the developed world (internet and electronic media), are not easily accessible to most Nigerians, due to poor power supply and high costs. Their role, for now, can only be complementary to schools and churches/mosques. Finally, it is surprising that no significant associations were found between the participants' knowledge of someone affected with breast cancer (family or otherwise) or their parents' educational attainments, on the Knowledge of the Frequency and Timing of BSEs. Even though aspects of these none associations broadly agree with a study that showed no association between BSE and family history of breast cancer [42] , as well as those of a few others [10, 17] that also found no association with age and other sociodemographic characteristics not covered in this work, these findings are generally not in line with majority of existing publications in this area. For instance, some previous studies have shown associations with family history of breast cancers [17, 37] , knowledge of BSE [10, 42] , and parental educational attainment [10] .
Strengths
The fact that all eligible participants were contacted, and a reasonably high response rate received, indicate that our findings are likely to be representative, and thus generalisable. Also, the incorporation of both positive and negative questions, which were accounted for in the analysis, minimized the potential impact of speculative responses thereby making the findings more reliable. Finally, the wordings of the questionnaire were in simple, plain language, with efforts made to 'regularize' medical terms, ensuring that the respondents would have understood the questions asked.
Weakness
A higher response rate (≥ 90%) would have been welcomed, but, given that the responses are arguably representative and consistent with previously published data, the potential impact of this is likely to be minimal.
Conclusions
We conclude that, while most students have heard about breast cancer, the specific knowledge on its risk factors and early warning symptoms are poor, while the actual practise of BSE is very poor. While participants have an excellent attitude towards BSE, their Knowledge on its Timing and Frequency were poor, while that on Technique is only moderate. No significant predictors of BSE were identified, and popular sources of information are not in place for the respondents.
Recommendations
Firstly, health campaigns on breast cancer and BSE should be very specific on techniques, risk factors and symptoms, and emphasize more on the right methods, timing and frequency of the practices. Such programs are expected to be very effective and achieve long lasting impacts, given the hugely positive attitude of the respondents, Secondly, more should be done to involve schools and religious institutions in the dissemination of information regarding breast cancers and BSE, given that these are popular and cheap avenues in Nigeria. In fact, including BSE and relevant breast cancers topics in the school curriculum of Nigerian (and overseas) senior secondary students is highly recommended, while religious institutions (churches and mosques), as well as healthcare workers, should be empowered to engage the masses on these issues. Having a urinary tract infection (infection of urine)
Having sexually transmitted diseases (infections)
Poison from enemies Cervical cancer can be inherited from one's parents
